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Publish, or not publish? More regulation or
better motivation? The enemy is apathy‘‘I think we need to fantasise much less about Herculean
micro-management by means of performance indicators or
total transparency. If we want a culture of public service,
professionals and public servants must in the end be free to
serve the public rather than their paymasters.’’
Onora O’Neill. A Question of Trust.1
Public trust in doctors remains high at around 91e92%.2,3
Tabloid journalists are bottom of the list, with only 7%
trusted by the public to tell the truth. Broadsheet journal-
ists have a 1% lead over top civil servants, at 38% and 37%,
respectively, when it comes to honesty in the public’s eyes.
The request for publication in the lay press of surgeons’
mortality rates came from two newspaper journalists, one
from the Sunday Times, a second from The Scotsman.
National Services Scotland (NSS), theCommonServiceAgency
for the Scottish Health Service, were compelled to publish
when the Scottish Information Commissioner ruled that Infor-
mationServices (ISD), adivisionofNHSNSS shouldprovide this
information, after an appeal was lodged and granted.
To comply with the ruling, available data were published
under duress.4 A disclaimer: http://www.indicators.scot.
nhs.uk/Surgical/Main.html accompanied the release of the
mortality data for Surgeons in Scotland. The NSS urged all
users to consider background information in the disclaimer
before making any attempt to draw conclusions from the
figures. They warned: ‘‘Taken out of context and without
this background information these figures do not provide
reliable information about surgeons’ performance.’’
Providing information against insistence for ‘a right to
know’ is of little use if the users do not realise that its
receipt has to be followed by efforts to understand it and
that special skills, insights and experience are needed to
interpret it. Responsible people were quite right to raise
objections to its use for the purposes different from that
for which it had been produced.5
No one could be keener than I am for information to be
made available and accessible for patients to help them
make shared decisions.6 But this provision has to be1743-9191/$ - see front matter ª 2006 Surgical Associates Ltd. Publis
doi:10.1016/j.ijsu.2006.07.010tempered with good judgement about what is needful and
appropriate. Perhaps the pendulum has swung too far since
Oliver Wendell Holmes’ advice in 1871: ‘‘Your patient has
no more right to all the truth you know than he has to all
the medicine in your saddlebags.he should get only just
so much as is good for him.’’ Is it good for him to have
300 pages of data to obtain one imperfect measurement
amongst the many items that go towards making a decision
about surgery?7 To what extent does this information about
the competence of professionals enable people to make
better decisions or informed choices? People gather infor-
mation in a variety of ways when making complex deci-
sions: by word of mouth e asking around, by discussion
with friends and family, to supplement and reinforce
more formal materials.8 ‘League tables’ are not conducive
to achieving an empathetic rapport between patient and
surgeon, or with the surgical and nursing teams within their
hospital, on whose attitude and skills a satisfying and
satisfactory outcome depends.
A new report from Picker Institute Europe9 contains the
following paragraph:
‘‘Various political efforts to introduce market forces in
health care have shifted the focus onto patients as active
consumers rather than passive (and grateful) recipients of
healthcare. Consumers expect to receive information about
the competence of the professionals they consult and the
pros and cons of their treatment options to enable them to
make informed choices.’’
The shift to view patients as consumers in a marketplace
has not been wholly beneficial. It denigrates the special
trusting relationship between doctor and patient that is the
bedrock of all consultations that need to be fostered if we
are to regain public trust after events at Bristol.10 As Onora
O’Neill states: ‘‘Trusting is not a matter of blind deference,
but of placing e or refusing e trust with good judgement.
So we need social and political institutions that allow us
to judge where to place our trust.’’ Regrettably, institu-
tions are letting us down. The Inquiry into the Bristol affairhed by Elsevier Ltd. All rights reserved.
2 Editorialthat had precipitated public concerns in the UK found a fail-
ure of systems and processes within institutions and a fail-
ure to take action. Of the 198 recommendations, most
related to the wider NHS, only seven related specifically
to paediatric cardiac surgery.11 Why then was there such in-
sistence by journalists on publishing surgeons’ results in the
lay press? None of us can stand by if we want to put medical
professionalism back onto the political map of health in the
UK. As the report on medical professionalism for the UK
Royal College of Physicians made clear, doctors have a
responsibility to act according to the values set out in that
report.12 They must oppose the micro-management of
performance indicators13 that is crushing their morale and
individual moral motivation.
The main question we must consider is: do we want
a culture of public service based on professionalism, trust
and reflective practice,14 or a culture of government en-
forced accountability based on surveillance, measurement
and rules?15 If we value building trusting relationships
between health professionals and patients more than gov-
ernment regulation aimed at achieving ‘accountability’, or
more than policy-makers’ intensive efforts to ‘improve con-
fidence’, we must take action12,13 to reverse this decline
and prevent further damage.
‘Trust’ and ‘confidence’ are not the same.15 Mark Hall
and his U.S. colleagues define trust as ‘‘willingness to be
vulnerable with respect to medical care, with the expecta-
tion/confidence that the physician intends to and will take
care of the patient’s interests.’’16 Confidence pertains
more to systems and processes. Patients and physicians
must concentrate more on developing trustful relationships
and be open about the problems that the conflicting list of
parties to whom doctors are adjured to be accountable
have brought.15
‘‘There’s been lots of progress during my lifetime, but I’m
afraid it’s been in the wrong direction.’’
Ogden Nash.
‘‘Come, come, Kerouac! My generation is beater than
yours.’’
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